As mental health (MH) care has shifted from institutional settings to the community, families and friends are responsible for providing the majority of the care at home. The substantial literature on the adverse effects experienced by caregivers has focused mainly on psychological morbidity. Less attention has been paid to how caregivers for persons with MH disorders interact with larger social systems and the impacts of factors such as financial strain, lost time from leisure activities, and the availability of health and social services. We conducted a scoping review of MH and other caregiver questionnaires published between 1990 and 2016 to determine whether they addressed four key domains: caregiver work demands, resource needs, resource utilisation and costs. A range of health and social care databases were searched, including MEDLINE and Health and Psychosocial Instruments. After screening for relevance and quality, our search identified 14 instruments addressing elements related to one or more of our domains. Because these instruments covered only a small portion of our domains, we conducted a second targeted search of the general care-giving literature and consulted with experts, identifying an additional 18 instruments. A total of 32 questionnaires were reviewed, 14 specific to care-giving for mental health problems and 18 for other health conditions. Our search identified instruments or items within instruments that assess constructs in each of our domains, but no one instrument covered them completely. Additionally, some constructs were evaluated in detail and others only addressed by single items. While these instruments are helpful for moving measurement beyond the psychological impacts of care-giving, our results serve only as an initial guide. Additional methodological work is needed to more comprehensively measure the impact of care-giving for individuals with MH disorders and to contribute to the development of more meaningful and effective policies and programmes.
| INTRODUCTION
As the primary site of mental health (MH) care has shifted from the institutional setting to the community, the role of family members and friends in the care of individuals who have mental health problems has also shifted (Ohaeri, 2003) . Most mental health problems begin before age 25 (Kessler et al., 2007) when parents and other family members are already negotiating multiple roles including parenting, supporting ageing parents and managing careers. Many individuals will achieve full recovery from their mental health problems. However, others will experience significant work and social sequelae and, depending on their specific illness, may require either ongoing or episodic help from family and friends throughout their lives. Systems of care exist and are being further developed to support people with mental health problems living in the community; however, the demands on family, friends and caregivers remain substantial.
Healthcare reform in Canada has resulted in an increased emphasis on ambulatory and home-based care for individuals with chronic conditions, including mental health problems (Canadian Healthcare Association, 2009; Donner et al., 2015) . The viability of this community care relies on immediate and extended family members or close friends to provide the majority of assistance and support. Family/ friend caregiver responsibilities in this restructured context can be extensive and challenging. They encompass a complex range of tasks (e.g. assisting with activities of daily living, managing symptoms and problematic behaviours, negotiating health and social services) that require physical, cognitive and psychological/emotional work, as well as considerable energy, time and money. The value of such "task shifting" from the larger societal system to family/friend caregivers has been demonstrated in associated decreased hospital stays (Arno, Levine, & Memmott, 1999; Burke & Coleman, 2013; Canadian Institute for Health Information, 2010; Wolff, Starfield, & Anderson, 2002) , increased adherence to medication and therapy regimes (Aggarwal, Liao, & Mosca, 2013) and improved patients' symptoms (Ran et al., 2016) . In addition, persons having the support of family caregivers demonstrate improved quality of life, lower rates of homelessness and higher survival rates (Ran et al., 2016) .
These benefits, however, come at a psychosocial cost as documented by a substantial literature on caregiver anxiety, depression and emotional burden (Ohaeri, 2003; Steele, Maruyama, & Galynker, 2010; van Wijngaarden, Schene, & Koeter, 2004; Wittmund, Wilms, Mory, & Angermeyer, 2002) . Valuable as these studies are, they have two important limitations. First, psychological morbidity is not the only adverse effect experienced by family/friend caregivers. There is growing documentation of negative impacts on caregivers' physical health (Schulz & Sherwood, 2008; Sinha, 2013) , their ability to work or complete education (Fast, Lero, DeMarco, Ferreira, & Eales, 2014; Keating, Fast, Lero, Lucas, & Eales, 2014; Sinha, 2013) and their finances (Keating, Lero, Fast, Lucas, & Eales, 2013; Keating et al., 2014; Sinha, 2013; Turcotte, 2013) . Furthermore, some evidence suggests that the constellation of adverse effects differs across caregivers. Not all caregivers of individuals with mental health problems, for example, experience psychological morbidity . Thus, it is important to assess the impact of care-giving on a range of domains (van Houtven, Voils, & Weinberger, 2011) .
Second, negative impacts on caregivers have important societal
effects. There is growing recognition of caregivers as a large unpaid workforce critical for sustaining healthcare and other social systems.
Their 2009 economic contribution was estimated at $25 billion dollars in Canada and $450 billion in the U.S. (Feinberg, Reinhard, Houser, & Choula, 2011; Hollander, Liu, & Chappell, 2009) , and they play an important cost containment role for the public sector (Keefe, 2011) . However, the provision of this unpaid labour is offset by decreased productivity and modified or interrupted career paths among employed caregivers (Chenier, Hoganson, & Thorpe, 2012; Fast et al., 2014) . According to the Conference Board of Canada, the annual cost of lost productivity to Canadian employers due to care-giving in 2007 was estimated at $1.3 billion dollars based only on costs related to absenteeism and turnover (Hermus, Stonebridge, Theriault, & Bounajm, 2012) . The 2012 General Social Survey reported that 1.6 million Canadian caregivers took leave from work; nearly 600,000 reduced their work hours; 160,000 turned down paid employment; and 390,000 quit their jobs to provide care (Employer Panel for Caregivers, 2015; Sinha, 2013) .
Beyond the employment-related costs to individuals and employers, societal economic and non-economic costs include reduced tax revenues and increased caregiver demands on the health and social service systems (Canadian Institute for Health Information, 2010; MacCourt, 2013) .
While the value of caregivers is internationally acknowledged by government policies and legislated supports (Columbo, Llena-Nozal,
What is known about this topic
• As healthcare systems become more community-oriented, families and friends are increasingly responsible for patient care-giving.
• Care-giving has been associated with deleterious effects on caregiver mental health.
• Significant gaps in knowledge persist regarding the effects on caregiver finances, leisure activities, and use of health and social services.
What this paper adds
• Current instruments used to study care-giving are described within the constructs of caregiver work demands, resource needs, resource utilisation and costs.
• A high degree of variability exists between instruments with respect to domains, items and usability.
• Further methodological research will aid in conceptualising the range of domains being used to study effects on caregivers and identifying areas of importance to policy makers. Mercier, & Tjadens, 2011) , there is also evidence that government and other systems themselves are significant contributors to caregiver stress (Opwora, Laving, Nyabola, & Olenja, 2011; Wilson, Gauvin, & Ploeg, 2014) . In Canada, support systems for family/friend caregivers remain limited and inconsistent (MacCourt, 2013) . According to Torjman (2015, p. 2) , these deficiencies include a lack of "community supports and services to relieve the care-giving burden, limited financial assistance to reduce care-giving costs and workplace accommodation to ease caregiver time and financial pressures." Recognising the need to better support caregivers, the Canadian federal government launched the Canadian Employers for Caregivers Plan (Employer Panel for Caregivers, 2015) to help employers address caregiver supports in the workplace. Furthermore, the 2017 federal budget includes expanded caregiver tax credits and Employment Insurance benefits for those who take a leave to care for friends or immediate family members with serious medical conditions, and funding for home care and MH. Information about the impact of such policies and supports on caregivers is important for evaluating and improving caregiver-related policy and planning.
Consequently, we and others (Change Foundation, 2016; van Houtven et al., 2011) would argue for the value of comprehensive assessments that extend beyond psychological functioning and quality of life to include how families and friends interact with larger social systems in their role as caregivers. This is particularly relevant to persons with MH disorders as these illnesses typically emerge at a young age and require support from family/friend caregivers over an extended period of time. Such research would contribute to a more complete picture of the family/friend caregiver experience and provide actionable information for improving the efficiency and effectiveness of both individual care and the larger care system in the MH environment as well as supporting family/friend caregivers generally.
We propose that the answers to four questions would improve our understanding of caregiver needs and how caregivers interact with healthcare and other social support systems: The purpose of this paper is to review existing MH and related caregiver questionnaires to determine whether they can address these questions and to suggest areas of inquiry that could address gaps revealed by this review.
| METHODS
We conducted a scoping review to identify whether any existing caregiver questionnaires assessed our four areas of interest and to highlight gaps and concepts that might require further methodological attention. The scoping review methodology allowed us to be broad in our search and draw on stakeholder input in developing our core search questions. Our process, as outlined below, followed the framework proposed by Arksey and O'Malley (2005) and included: clarifying the research question, defining the search strategy and study selection, conducting study abstraction, and reporting the results including a tabular summary of questionnaire domains and a narrative description of findings.
We identified our four study questions and the domains they represented in consultation with an advisory group of nearly 30 individuals including family/friend caregivers; researchers; health and social service providers; and representatives of caregiver organisations and government ministries (Lin, Durbin, Volpe, & Selick, 2016 The search and document abstraction processes were conducted by two co-authors (DB, JK).
The search included two phases (see Figure 1 ). In the first phase, Medline was searched using the following key words and subject terms: "caregivers" AND "outcome" AND ["surveys and question- • Caregiver outcomes were not the primary focus of paper (n = 35) • Caregiver outcomes measured were entirely psychosocial (n = 24) • Duplicates (relevant tool occurred in more than one paper) (n = 5) • Instrument not available online (n = 2) • Questionnaires used in Alzheimer's or dementia research(n = 6)
Questionnaires assessing family caregivers of general populations
Questionnaires assessing family caregivers within MH populations
Medline database (n = 73) Hand searching of key journals (n = 7) Consultation with experts (n = 4) Questionnaires used in Alzheimer's or dementia research (from previous search) (n = 6)
Records screened (n = 89)
Removed duplicates (n = 7) Removed duplicates (n = 1)
18 Questionnaires assessing family caregivers of general populations Questionnaires excluded:
• Caregiver outcomes were not the primary focus of paper (n = 11) • Caregiver outcomes measured were entirely psychosocial (n = 14) • Duplicates (relevant tool occurred in more than one paper) (n = 5)
Records excluded (n = 290)
Full text articles assessed to identify questionnaires for eligibility (n = 48) journals directly relevant to the topic were also examined, yielding an additional 16 papers. Finally, experts in the field were consulted to identify any additional instruments not uncovered by our search (n = 1). After removing duplicates and initial screening of titles and abstracts for relevance to MH and outcomes measurement, 86 articles remained. These received a full-text review and were excluded if they reported on questionnaires that were not specific to MH, if caregiver outcomes were not the primary focus, if the caregiver outcome was limited entirely to psychosocial outcomes (e.g. caregiver anxiety) or if the instrument was not available online or in the literature. Because of the neurological aetiology of dementia and Alzheimer's disease and the extent to which their illness courses and care demands differ from other psychiatric disorders, studies of these conditions were also excluded at this stage (n = 6). This process resulted in the identification of 14 questionnaires related to MH care-giving that addressed component elements in one or more of our four domains. A structured abstraction process was conducted for each questionnaire to document the primary focus, the care recipient population for which it was originally developed, the number of questionnaire or survey items, the presence of items relevant to any of the component elements in the four domains and examples of use in recent care-giving literature to provide information on uptake and applicability. The instrument content was reviewed using the framework as a guideline, and the presence of items relevant to any of the component elements was noted in the abstraction template within the relevant domain.
The 14 MH instruments identified by the initial abstraction covered only a small portion of the elements listed in Table 1 Tables 2 and 3 recipient population, the number of items and recent use. In addition, the elements within our four domains assessed by these instruments are noted (columns 2-5).
| RESULTS

| Intended populations (Column 1, Tables 2 and 3)
Most of the questionnaires identified were developed for caregivers of individuals with specific diagnoses/conditions. In the MH literature, these diagnoses/conditions included schizophrenia, mood disorders and serious mental health problems. Only a few instruments were designed to examine care-giving for mental health problems more broadly (e.g. psychiatric patients, individuals with mental health problems). Conditions addressed by the general literature included, among others, dementia, stroke, cancer or care of elderly people.
| Care-giving work demands (column 2, Tables 2 and 3)
While several questionnaires in both the MH and general literature were identified that assess the work of family caregivers, most include only a small number of items covering this domain and its component elements.
Measures The Oberst assesses types of tasks, time and intensity. This scale measures caregiver perceptions of both the time and difficulty associated with 14 tasks they performed in caring for their family member. Each task is rated twice on a 5-point scale ranging from "none" to "a great amount" for amount of time and "not difficult" to "extremely difficult" for the degree of difficulty. The Caregiver Burden Scale assesses whether or not caregivers provided care for 15 tasks and whether or not these tasks created stress, and the Screen for Caregiver Burden measures perceived distress associated with care-giving tasks. In addition, the AHCR measures family caregivers' time devoted to providing care by yielding either an overall total time in hours or a total dollar value. Finally, the SCOPE measures time spent performing specific T A B L E 2 Questionnaires assessing family/friend caregivers within mental health (MH) populations
Scale (MH Pop'ns)
Care-giving work demands
Resource needs
Resource utilisation
Caregiver costs
• Carers' needs assessment for schizophrenia (Wancata et al., 2006) • Experience of care-giving inventory (ECI; Szmukler et al., 1996) • Caregiver stress and well-being (covers diverse range of care-giving activities Family Burden Interview Schedule (Pai & Kapur, 1981) • Family burden • Families of psychiatric patients; non-westernised countries
• 6 sections for objective burden, 1 question for subjective burden
• Used in MH studies Grover, Chakrabarti, Ghormode, and Dutt, (2015) ; Hasan, Callaghan, and Lymn (2014) T A B L E 2 (Continued) (Continues) care-giving activities to determine the total time spent care-giving. This is then used to calculate the opportunity cost (in dollars) of family caregivers.
Overall, these questionnaires address the demands of care-giving through a temporal frame, for example, asking the caregiver how timeconsuming specific tasks are. The MH questionnaires use single items embedded within subscales or within full scales measuring broader constructs (e.g. burden of care-giving) and thus provide only a limited view. The non-MH literature offers more in-depth options, covering comprehensive lists of care-giving tasks or functions and assessing them in terms of time spent (some using direct measures of time) and perceived difficulty.
| Resource needs
The MH care-giving literature yielded five questionnaires that address the needs of individuals caring for individuals experiencing mental health problems-the Carers' Needs Assessment for Schizophrenia (Wancata et al., 2006) , the ECI (Szmukler et al., 1996) , the Inventory Five questionnaires in the MH (n = 4) and general care-giving (n = 1) literature address barriers to health services-the Carers' Needs Assessment for Schizophrenia (Wancata et al., 2006) , the ECI (Szmukler et al., 1996) , the IMHR (Provencher et al., 2003) Social Behaviour Assessment Schedule (Platt, Weyman, Hirsch, & Hewett, 1980) • Patient behaviour and impact on others; change over time
• Acute psychiatric illness • # of items not indicated • Used in MH studies Baronet, 2003; Ostacher et al. (2008) Financial strain a Uses multiple items and/or interval/ratio measures to assess construct/element.
T A B L E 2 (Continued)
T A B L E 3 Questionnaires assessing family/friend caregivers within general (non-MH, mental health) populations
SCALE (non-MH Pop'ns)
• Ambulatory and Home Care Record • Costs of publicly and privately financed resources associated with ambulatory and home-based care
• All care recipient populations • 5 domains • Used in Guerriere et al. (2008 Guerriere et al. ( , 2015 (Elmståhl et al., 1996) • Caregiver Burden • Stroke; also validated in dementia • 22 items • Used in several studies by Elmståhl et al. (1996) 
• T A B L E 3 (Continued)
• (Wancata et al., 2006) for needs related to schizophrenia and the Carer Experiences of Health and Social Care (Peters et al., 2013) for general resource needs.
Overall, barriers to accessing services receive limited attention in the literature.
| Resource utilisation
Ten questionnaires addressing this domain were identified in the literature, of which four are specific to MH. The four MH instruments are the IMHR (Provencher et al., 2003) , the Professional Support Questionnaire (Reinhard, 1994) , the Services for Children and Questionnaires measuring Resource Utilisation in the general literature include the AHCR , the CRA (Given et al., 1992 (Given et al., , 2004 , the Carer Experience Scale (CES, Al-Janabi, Coast, & Flynn, 2008) , the Oberst (Bakas et al., 2004) , CarerQoL (Brouwer, van Exel, van Gorp, & Redekop, 2006) and SCOPE (Genereaux et al., 2016) . The CES contains a single item that assesses support from government in terms of benefits, respite and practical information in a general care-giving context and also measures support from family and friends in assisting with care-giving tasks.
The Oberst obtains information about the care recipient's illness and treatment from healthcare professionals but only in terms of the caregiver's relative amount of time and difficulty spent in accomplishing this task. The AHCR and the Scope capture the intensity of utilisation of a variety of professional services and family/friend-provided resources. The AHCR also assesses the financial cost associated with the utilisation of these resources.
In summary, for Resource Utilisation, four instruments (the IMHR, SCAPI, AHCR and SCOPE) assess MH and other services in depth, albeit from different perspectives.
| Caregiver costs
No questionnaire in the MH care-giving literature has assessed out-ofpocket costs. In the general care-giving literature, two questionnaires yield an actual cost of caregiver expenditures in dollars. The AHCR and SCOPE (Genereaux et al., 2016) (Kosberg & Cairl, 1986) consists of four questions (e.g. Do you agree that caring for your elderly relative is causing you to dip into savings meant for other things?), which are each answered on a 4-point Likert scale to yield a total score.
The effect of MH care-giving on labour market employment has received little attention in the empirical literature. Two questionnaires, the Burden Assessment Scale (BAS; Reinhard, 1994) and the Caregiver Strain Questionnaire (Brannan, Heflinger, & Bickman, 1997) , assess missed time from labour market/opportunity costs in relative terms (not actual number of days or hours). The Family Burden Scale (Madianos et al., 2004) and the Family Burden Interview Schedule (Pai & Kapur, 1981) ask about work interruption due to care-giving demands. In the non-MH care-giving context, the CRA (Given et al., 1992 (Given et al., , 2004 ) and the Caregiver Strain Index (Robinson, 1983) both assess work interruptions, albeit using ordinal items. The AHCR assesses missed time in actual hours from employment (paid/unpaid leave, vacation time, sick time). The SCOPE (Genereaux et al., 2016) assesses paid and unpaid time from employment, as well as respondent's perception of work performance and ability to succeed at work as a result of care-giving. The Caregiver Work Limitation Questionnaire (Lerner, Parsons, Chang, Visco, & Pawlecki, 2015) assesses caregivers' perceived work performance, in addition to relative time lost from employment and work interruption.
Twenty-one questionnaires identified in our search address time lost from other activities (leisure-including social activities, household work) because of care-giving responsibilities using a range of approaches. Eight were from the MH literature including instruments such as the BAS (Reinhard, Gubman, Horwitz, & Minsky, 1994) , Family Burden Interview Schedule (Pai & Kapur, 1981) , Family Burden Scale (Madianos et al., 2004) and the Schizophrenia Caregiver QoL (Richieri et al., 2011) . The remaining 13 general care-giving questionnaires included, for example the AHCR , BCOS (Bakas & Champion, 1999; Bakas et al., 2006) , CRA (Given et al., 1992 (Given et al., , 2004 , Caregivers Burden Scale (Elmståhl et al., 1996) and Sense of Competence Questionnaire (Vernooij-Dassen, Persoon, & Felling, 1996) . Twenty of the 21 questionnaires measure the lost time from leisure and/or household work using a small number of ordinal-scale items, yielding a relative loss of time for the caregiver. The AHRC is one of the few that yields an actual time lost from leisure and household work. 
| DISCUSSION
Our initial search for MH caregiver questionnaires yielded too few results to cover the domains we felt were important for understanding Uses multiple items and/or interval or ratio measures to assess the construct/element of interest.
T A B L E 4 Coverage of domain constructs/elements by mental health (MH) and general population care-giving questionnaires family caregiver interactions with healthcare and other support systems, and we consequently expanded our scope to include the non-MH literature. This two-phased search yielded questionnaires or questionnaire items that assessed elements within all four domains.
However, the depth and comprehensiveness of these assessments vary considerably, both when comparing the two bodies of literature as well as within each domain.
In comparing the MH and non-MH literature (see Table 4 There are several possible explanations for why these gaps exist. As noted earlier, the MH care-giving literature has focused substantially on the psychological and emotional sequelae of care-giving (Ohaeri, 2003) . From this perspective, Care-giving Work Demands and Caregiver
Costs are seen as secondary to or outcomes of the caregiver's emotional distress (see, for example, Brennan & Brannan, 2005) . Another explanation, which applies to both literatures, is the perception that care-giving is primarily a personal "labour of love" and that caregivers may derive positive benefits from care-giving (Brouwer, van Exel, van den Berg, van den Bos, & Koopmanschap, 2005) . Conceptualising care-giving as an occupation-i.e. part of a larger social or economic entity-is only beginning to receive the attention it deserves as the healthcare system relies more and more on family care-giving. Finally, the episodic nature of many mental health problems, which leads to episodic and perhaps less predictable impacts on the caregiver, may also contribute to the limited attention paid by the MH literature to these two domains. Our results suggest some fragmentary support for this last explanation since two of the questionnaires which assess Care-giving Work Demands (the Oberst) and Caregiver Costs (the SCOPE) in greater detail were originally developed and used for caregivers of individuals with more chronic or lifelong conditions (cancer and stroke for the Oberst; intellectual disabilities for the SCOPE).
Further work will be needed to determine whether any of these possibilities are truly explanatory. McCann, Lubman, & Clark, 2011; O'Brien, Bayoumi, Strike, Young, & Davis, 2008) . Second, there may be value in capturing the caregiver's subjective sense of time which may be more easily elicited using less precise response options (e.g. "a lot of time").
Resource Needs and Resource Utilisation are less well-addressed domains. The Carers' Needs Assessment for Schizophrenia (Wancata et al., 2006) and Carer Experiences of Health and Social Care (Peters et al., 2013) were the two most comprehensive instruments identified for measuring Resource Needs. The former assesses needs specific to care-giving for individuals with schizophrenia, while the latter covers more general care. Both also assess met and unmet needs.
The most comprehensive instruments for assessing MH Resource Utilisation are the IMHR (Provencher et al., 2003) For the Caregiver Costs domain, the most frequently covered constructs are family financial strain and opportunity costs such as time lost for activities such as leisure and social activities. However, this coverage is largely through single questions rather than dedicated scales or instruments in both MH and non-MH bodies of research. Out-ofpocket costs, healthcare system costs (public), and the impact of caregiving on labour force activities were more completely covered by questionnaires identified in the general care-giving literature such as the AHCR and the SCOPE (Genereaux et al., 2016) which provide comprehensive measures of caregiver costs, as well as valuing caregiver time in dollars.
These identified measures are helpful for moving measurement beyond psychological impacts, but there is no agreed-upon set of instruments that could address all four of our questions. There are various options to consider when building a relevant assessment for caregivers of individuals with MH. New MH-specific questionnaires to fill the kinds of gaps identified in Table 4 could be developed. However, because there are already tested non-MH options, we would recommend that these instruments be considered first.
Given this caveat, one solution would be to include instruments that focus on at least some aspects of the four domains ( suggests that they should be independent constructs (Flyckt, FatourosBergman, & Koenig, 2015; Montgomery, Gonyea, & Hooyman, 1985) and that there may be value in assessing both. However, it is not clear when (or if) they are meaningful influences. Conceptually, how the subjective versus objective aspects of constructs such as time spent, intensity and even need contribute to individual caregiver outcomes versus the societal assessment of "cost" (both economic and noneconomic) would be important to delineate. Such work could also illuminate why there may be competing expectations on what caregiver supports are required and justified.
Another concern is the fact that while the constructs we considered are conceptually similar across questionnaires, the actual instruments were developed for and validated on different populations.
Our observation is that for many of the instruments we identified, the illness-specific content is largely in the introductory stem rather than within the question itself. For example, the BCOS asks the caregiver to rate a number of possible changes "As a result of providing care for the stroke survivor" (Bakas & Champion, 1999; Bakas et al., 2006) .
Consequently, we feel that our results can serve as an initial guide to possible instruments for researchers interested in the four domains we have identified pertaining to MH and potentially non-MH caregivers.
Further work with stakeholders would be needed to identify issues applicable to specific populations and purposes.
There are some limitations that should be kept in mind when considering our findings. Because our search was limited to instruments and questionnaires published in the scientific literature, we did not include valuable sources such as national survey data which have care-giving as a focus. Examples include Canada's 2012 General Social
Survey on Caregiving and Care Receiving (Sinha, 2013) , the Carers UK annual survey of carers (Buckner & Yeandle, 2015) , the Australian Survey of Disability, Ageing and Carers (Australian Bureau of Statistics, 2012), the Household, Income and Labour Dynamics in Australia Survey (Kenny, King, & Hall, 2014) , the United States' Caregiving in the U.S. survey (National Alliance for Caregiving & AARP Public Policy Institute, 2015) and the U.S. Behavioral Risk Factor Surveillance System (Anderson et al., 2013; Trivedi et al., 2014) .
Second, we based our framework, in part, on extensive consultations with our advisory, which consisted of users and implementers of health and related social support systems. This created a tension between creating a framework which made intuitive sense versus one in which the domains and constructs were mutually exclusive and conceptually precise. For example, intensity (of care-giving work demands)
is used in a common sense rather than a precise way (see e.g. Wagner, Lottes, & Neal, 2006) . The consequence of taking a more pragmatic approach is expected to be greater uptake and relevance to important non-academic stakeholders. However, researchers interested in developing conceptual or explanatory models may wish to reorganise the constructs in our framework or define them more minutely.
| CONCLUSION
The quality of care provided at home for individuals with MH is largely dependent on family caregivers. The literature and our consultations with a large stakeholder advisory indicate that an understanding of how family and friends interact with larger social systems in their role as caregiver is an important addition to creating a more comprehensive and actionable picture of the caregiver experience. In this paper, we have reviewed existing MH and other caregiver questionnaires to determine whether they address four key domains related to care-giving work demands, resource needs, resource utilisation and costs. The potential of this broader assessment is that different constellations of the impact of care-giving can be better described and contribute to a more informed discussion around developing meaningful and effective policies and programmes. This is particularly relevant at a time when policy makers are battling the tension between demands for fiscal responsibility and increasing need for MH services and community and caregiver supports. We would also like to acknowledge our Advisory and Research Advisory members for their keen interest and contributions as well as the thoughtful input of the anonymous reviewers.
ACKNOWLEDGEMENT
CONFLICT OF INTEREST
No conflicts of interest have been declared.
ORCID
Elizabeth Lin
http://orcid.org/0000-0002-9653-0764
